Introduction
Mental disorder and wellbeing have large population impacts. The proportion of disease burden (as measured by years lived with disability) due to mental disorders and selfharm is 25.5% globally, 29.2% in Europe and 30.3% in UK 1 although even this is a significant underestimate since it excludes several mental disorders. Such a burden has an annual economic cost of £105 billion in England 2 and €523.2 billion in the EU. 3 The large impact of mental disorder is due to a combination of high prevalence rates with almost one in four people in UK experiencing at least one mental disorder each year, 4 the majority of lifetime mental disorder arising by early adulthood, and a broad range of impacts across the life-course including in public health and non-health sectors. 5 Taking the example of smoking which is the single largest cause of preventable death and a public health priority, 43% of smokers aged 11-16 years in the UK have either emotional or conduct disorder 6 while 42% of adult tobacco consumption in England is by people with mental disorder. 7 Poor mental wellbeing also has a broad range of impacts 5 with 4.8% of England's adult population experiencing low satisfaction, 3.8% feeling life not being worthwhile and 8.9% having low happiness levels. 8 A range of effective public mental health interventions exist to treat mental disorder, prevent mental disorder from arising and promote wellbeing. 5, 9 Such interventions also prevent a broad range of impacts relevant to public health including health risk behaviour, physical illness and 10-20 years lower life expectancy. Since most lifetime mental disorder arises before adulthood, early treatment can also prevent a range of public health adverse outcomes across adulthood. However, only a minority of those with mental disorder (except psychosis) in UK receives treatment 4, 6 while provision of interventions to address associated health risk behaviour and physical illness, or to prevent mental disorder is even more limited. 10, 11 Similarly, although mental wellbeing has a broad range of impacts, provision of interventions to promote mental wellbeing is extremely limited. Since public mental health interventions result in associated economic savings even in the short term as outlined in the most recent mental health strategy, 12 this intervention gap also results in significant economic costs across different sectors.
Joint Strategic Needs Assessments (JSNAs) should provide information about local levels of health and social care needs and their broader determinants to enable local authorities, NHS and partners to provide the most appropriate services to meet those needs. 13 The Health and Social Care Act (2012) introduced duties and powers for health and wellbeing boards in relation to JSNAs and Joint Health and Wellbeing Strategies (JHWSs) which support clinical leadership and elected leaders to deliver the best health and care services based on evidence of local needs. Local authorities and clinical commissioning groups (CCGs) have equal and joint duties to prepare JSNAs and JHWSs through their health and wellbeing boards. Such assessments should include mental disorder and wellbeing particularly in view of the large impact of mental disorder and poor mental wellbeing as well as the poor coverage of public mental health interventions.
Methods
This audit assessed level of inclusion of mental health in JSNAs of 23 local authorities covering more than 6 million people across north London and the surrounding region. An online search for JSNAs was conducted during October and November, 2013. JSNAs were then assessed for accessibility, length, organization and structure. Inclusion of different types of mental health intelligence outlined in public mental health commissioning guidance 9 was undertaken. Any uncertainty was checked with a second researcher and agreement then reached. Mental health intelligence required in a JSNA is further outlined in the discussion section.
Results

Online access to JSNAs
An online search located JSNAs for 72% (18/23) of local authorities. However, mental health information within JSNAs was both difficult and time consuming to locate due to JSNAs comprising numerous, lengthy documents without consistent format. Most JSNAs exceeded 400 pages for each local authority with the largest JSNA consisting of 76 documents and 3263 pages. Periods of time covered by JSNAs ranged from 2010 to 2015. Where information was provided, sources were inconsistently cited with lack of clarity about when information was updated.
Coverage of mental health in JSNAs
The proportion of the population affected by different mental disorders and the proportion of JSNAs including different types of mental health intelligence is shown in Table 1 . Only a minority of JSNAs mentioned most mental disorders despite their prevalence and existence of evidence based treatment. However, for many JSNAs, mental disorders were only represented as figures in Tables and not covered in further detail: for child and adolescent mental disorder, only drug misuse was mentioned in more than 50% of JSNAs. Although the proportion of adult mental disorders mentioned in more than 50% of JSNAs included depression (72%), psychosis (67%), dementia (100%), alcohol dependence (83%), drug dependence (78%) and suicide (100%), seven other mental disorders were mentioned in less than 50% of JSNAs.
The proportion of JSNAs providing local estimates of different mental disorder was lower with less than half of JSNAs providing any estimates for any child and adolescent mental disorder and more than 50% of JSNAs for only six adult mental disorders (Table 1) . However, local prevalence estimates usually applied national rates rather than taking into account local factors. For instance, no prevalence estimates of child and adolescent mental disorder took account of local deprivation levels which are associated with 3-fold variation in prevalence across the UK. 6 The proportion of JSNAs including local treatment levels was even lower and information was usually insufficient to provide information about the level of unmet need (Table 1) . No JSNAs included information about numbers receiving treatment for different child and adolescent mental disorder except for smoking, alcohol and drug misuse although most JSNA's did provide overall referral numbers to CAMHS and inpatient admissions rates. JSNAs providing local numbers receiving treatment occurred for only six adult mental disorders.
Almost half JSNAs mentioned mental wellbeing although only 6% included local estimated levels from the annual national ONS wellbeing survey. 8 If mental wellbeing promotion initiatives were mentioned, they were done so in passing with no reference to numbers receiving intervention.
Impact of mental health in other areas
Most JSNAs provided little information about impact of broader determinants on mental health required by statutory guidance 13 or how poor mental health impacts on other areas. This was particularly the case for mental disorder and alcohol/drug/tobacco misuse. For instance, no JSNAs linked smoking to child and adolescent mental disorder despite 43% of smokers aged 11−16 years having either emotional or conduct disorder. 6, 10 Similarly, although drug and alcohol misuse is several times more common in children and adolescents with mental disorder, 6,10 alcohol misuse was linked to mental disorder in 11% of JSNAs while drug misuse was linked to mental disorder in 16% of JSNAs (Fig. 1 ). For adults, only 44% of JSNA's linked adult smoking to mental disorder and no JSNA provided information on smoking cessation coverage for this group despite 42% of adult tobacco consumption in England being by those with mental disorder. 7 Only 28% of JSNAs linked alcohol misuse to mental disorder while no JSNAs linked drug misuse to mental disorder (Fig. 2 ).
Higher risk groups
Particular groups are at several fold increased risk of mental disorder and poor mental wellbeing 5, 10 and are also protected by inequality legislation. Such groups require representation in Table 2 . Child and adolescent higher risk groups were mentioned on average in 61% of JSNAs with local estimated numbers from such groups mentioned in 50% of JSNAs although the link to higher risk of mental disorder was made in only 23%. Adult higher risk groups were mentioned in 58% of JSNAs with local estimated numbers from such groups mentioned in 41% of JSNAs although the link to higher risk of mental disorder was made in only 29% of JSNAs. No JSNA provided sufficient information about the level of unmet need for higher risk groups.
Coverage of local costs of mental disorder, public mental health expenditure and economic savings from intervention
Information on estimated local costs of different mental disorder was absent despite annual costs of mental disorder being more than £105 billion in England. 2 No JSNAs provided a comprehensive break down of mental health expenditure or information about potential local economic savings from effective public mental health interventions despite mental health policy highlighting timeframes of such savings and to which areas savings were accrued. 12 
Estimation of unmet need
No JSNAs provided information about size or impact of mental health unmet need which limited value to inform commissioning decisions.
Analysis of rating accuracy
In order to exclude the possibility that assessment of data by the rater was inaccurate, level of agreement between two independent raters was assessed for three local authorities as outlined in Table 3 . Inter-rater reliability was good with Kappa scores 0.925 for local authority A, 0.877 for local authority B and 0.825 for local authority C.
Discussion
Statutory guidance on JSNAs and JHWSs 13 highlights the importance of JSNAs to provide information about local health and social care needs. This is a particular issue for mental health since only a minority of the quarter of England's population affected by mental disorder each year receives any treatment 4, 6 and far smaller proportions receive interventions to prevent mental disorder or promote mental wellbeing. 10 
Main findings of this study
This study found that mental health information within JSNAs was both difficult and time consuming to locate. Despite the high prevalence of mental disorder and low coverage of evidence based treatments, only a minority of JSNAs mentioned most mental disorders: for child and adolescent mental disorder, only drug misuse was mentioned in more than 50% of JSNAs. Although the proportion of adult mental disorders mentioned in more than 50% of JSNAs included depression (72%), psychosis (67%), dementia (100%), alcohol dependence (83%), drug dependence (78%) and suicide (100%), seven other adult mental disorders were mentioned in less than 50% of JSNAs. However, many JSNAs mentioned mental disorder only as figures in tables and did not cover in further detail in the body of the text.
The proportion of JSNAs providing local estimates of different mental disorder was lower still with less than half of JSNAs for any child and adolescent mental disorder and more than 50% of JSNAs for only six adult mental disorders (Table 1) . However, local prevalence estimates were usually national rates rather than taking into account local factors. The proportion of JSNAs providing local numbers receiving treatment only occurred for child and adolescent smoking (11%), alcohol (39%) and drug misuse (50%) and six adult mental disorders.
Almost half JSNAs mentioned mental wellbeing although only 6% included local estimated levels from the annual national ONS wellbeing survey. 8 If mental wellbeing promotion initiatives were mentioned, they were done so in passing with no reference to numbers receiving intervention. 
MENTAL HEALTH COVERAGE IN NEEDS ASSESSMENTS AND ASSOCIATED OPPORTUNITIES
Most JSNAs provided little information about impact of broader determinants on mental health required by statutory guidance 13 or how poor mental health impacts on other areas. This was particularly the case for the association between mental disorder and alcohol, drug and tobacco misuse.
Groups at higher risk of mental disorder require representation in needs assessments to facilitate targeted approaches and prevent widening of inequalities although a large proportion of JSNAs did not mention such groups and the link to higher risk of mental disorder was made in less than 30% of JSNAs.
No JSNAs included local estimated costs of mental disorder, mental health expenditure or information about potential local economic savings from effective public mental health interventions despite mental health policy highlighting economic savings from such interventions. 12 Furthermore, no JSNAs provided information about size of mental health unmet need.
The findings suggest that lack of appropriate mental health intelligence in JSNAs implies that local authorities and CCGs are unable to effectively carry out their statutory duties to prepare JSNAs and JHWSs. 13 This intelligence gap also affects ability of local authorities to commission according to local need and may in part account for continuing low coverage of public mental health interventions.
The absence of relevant public mental health information within JSNAs can be partly explained by lack of:
• Awareness about the importance and impact of mental disorder and wellbeing which has training implications about public mental health knowledge required by public health professionals • Standard template, format or mandatory data requirements which has wider implications for JSNA structure • Access to public mental health intelligence although since this audit, an online resource 17 provides some of the information identified in mental health needs assessments • Training on how to integrate relevant mental health information into JSNAs • Public health resource 18 which is set to worsen 19 Appropriate inclusion of mental health in JSNAs enables assessment of population needs for treatment of mental disorder, prevention of mental disorder and promotion of mental wellbeing as well as the appropriate use of such information to inform strategic development, commissioning and interagency coordination. Public mental health commissioning guidance 9 highlights various types of mental health information required in JSNAs. The first author has further developed this guidance to provide comprehensive mental health needs assessments for local authorities in England covering more than seven million people. 20 This work identified all nationally available public mental health intelligence as well as locally provided information where relevant data was not publically available. Mental health needs assessments have evolved to include the following types of public mental health intelligence required in JSNAs to assess level of public mental health need and provide costed solutions to address such need:
• Levels of mental disorder and wellbeing Each mental health needs assessment includes a needs assessment for (i) mental disorder treatment by primary and secondary care as well as input from social care and third sector, (ii) mental disorder prevention and (iii) mental wellbeing promotion with particular sections more relevant to certain sectors. Such assessments have supported inclusion of mental health relevant information into JSNAs as well as inter-agency coordination, strategic development and commissioning decisions.
20
What is already known on this topic
Other studies have identified that mental health coverage in JSNAs is poor. A review of child and adolescent mental health in 145 JSNAs found that two-third of JSNAs had no specific section for child and adolescent mental health while one-third of JSNAs did not include an estimated or actual level of locally required child and adolescent mental health services. 21 A further regional review of JSNAs and JHWSs found limited coverage of conditions which cause considerable distress but which were not life threatening such as depression and eating disorder. 18 
What this study adds
This study outlines the public mental health information required as part of a JSNA and quantifies the coverage of such information in a sample of JSNAs covering 6 million people. It identifies possible reasons, implications and solutions for poor coverage of mental health in JSNAs.
Limitations of this study
This study overestimated coverage of mental health since it included JSNAs which only mentioned figures in Tables and did not cover mental health in further detail. It was carried out in October and November, 2013 and since then, coverage of mental health in JSNAs may have been affected by factors such as reducing public health budgets 19 and an online mental health intelligence resource. 17 It only addressed a particular part of London and adjacent areas.
Conclusion
Almost a third of UK disease burden is due to mental disorder, which affects almost a quarter of the adult population in England each year, and results in a broad range of public health relevant impacts. Despite the existence of cost effective public mental health interventions, only a minority of people with mental disorder receive any treatment while coverage of interventions to prevent associated impacts, prevent mental disorder and promote mental wellbeing is far less. This study found that mental health coverage in JSNAs is usually inadequate to assess size, impact and cost of unmet need for treatment of mental disorder, prevention of associated impacts, prevention of mental disorder or promotion of mental wellbeing. This results in local authorities and CCGs being unable to carry out their statutory duties to assess local mental health needs to inform strategic development and commissioning. It may also be an important reason for the perpetuation of the low coverage of public mental health interventions and the lack of parity between physical and mental health. Actions to increase JSNA mental health coverage would include improving public mental health knowledge through training, standardizing required mental health information, improving awareness of available online public mental health intelligence, 17 training on incorporation of relevant information, and ensuring appropriate public health budgets. Associated improved coverage of public mental health interventions will result in a range of improved public health relevant outcomes and associated economic savings across different sectors.
